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have tested positive for influenza viruses. Of the 101 influenza A isolates collected, 86 
(85%) have been subtyped; 79 (92%) were A (H1N1) and seven (8%) were A (H3N2). Of 
the three influenza A isolates that were characterized antigenically at CDC, two were 
A/New Caledonia/20/99-like (H1N1) viruses, the H1N1 component of the 2000-01 
vaccine strain, and one was an A/Panama/2007/99-like (H3N2) virus, the H3N2 compo- 
nent of the 2000-01 vaccine strain. One influenza B isolate collected since October 1 was 
similar to the recommended vaccine strain B/Beijing/184/93. 

Reported by: Participating state and territorial epidemiologists and state public health labora 
tory directors. WHO collaborating laboratories. National Respiratory and Enteric Virus Surveil 
lance System laboratories. Sentinel Physicians Influenza Surveillance System. Surveillance 
Systems Br, Div of Public Health Surveillance and Informatics, Epidemiology Program Office 
Mortality Statistics Br, Div of Vital Statistics, National Center for Health Statistics; WHO Col 
laborating Center for Reference and Research on Influenza, Respiratory and Enteric Virus Br 
and Influenza Br, Div of Viral and Rickettsial Diseases, National Center for Infectious Diseases, 
CDC 

Editorial Note: All four influenza surveillance system components indicated that influenza 
activity was low during October-November 25 in the United States, and lower than the 
same period in 1999. However, the percentage of respiratory specimens that were 
laboratory-confirmed influenza each week began to increase during this period, and 
influenza activity is expected to increase during the next few weeks to months. Both 
influenza A and influenza B viruses were isolated. So far this season, the viruses isolated 
most frequently were influenza A (H1N1); however, it is too early to know what strain(s) 
will predominate. Seasonal epidemics caused by influenza A (H1N1) viruses have been 
less severe than seasons in which influenza A (H3N2) viruses predominated (2). Although 
a very small number of influenza isolates have been characterized antigenically so far 
this season, all were well matched to the 2000-01 influenza vaccine strains. 

The best prevention against influenza is vaccination. This season, a quantity of influ 
enza vaccine similar to 1999-2000 will be available; however, vaccine distribution has 
been delayed (3,4). This delay may have limited the opportunity for vaccination of per- 
sons at high risk for complications from influenza, household contacts of high-risk per 
sons, and health-care providers who care for high-risk persons; therefore, vaccination 
efforts for these groups should continue during December, January, and beyond, if 
necessary. Efforts also should be made to vaccinate persons aged 50-64 years. Un 
vaccinated persons can benefit from influenza vaccination even after influenza activity 
has begun in their community 

As of December 4, approximately 51.2 million (68%) of the 75 million doses of influ 
enza vaccine projected to be produced this year had been distributed. CDC has con- 
tracted with Aventis Pasteur to produce 9 million of the 75 million doses, and this vaccine 
will be available for distribution beginning in mid-December (5 ). Information on vaccine 
prices and ordering procedures is available on the World-Wide Web, http://www.cdc.gov 
nip/flu-vac-supply. The deadline for placing applications for orders is December 15, 2000. 
As of December 4, applications had been received for approximately 46% of this vac 
cine. 

Four prescription antiviral medications are approved for treating uncomplicated in- 
fluenza: Amantadine is approved to treat influenza A in persons aged >1 year, rimantadine 
for treating influenza A in adults, Zanamivir for treating influenza A and B in persons aged 

7 years, and Oseltamivir for treating influenza A and B in persons aged >18 years. 
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These four antiviral agents can reduce the duration of influenza symptoms by approxi 
mately 1 day if treatment is started within 48 hours of symptom onset, but the agents 
differ in routes of administration, contraindications, adverse effects, and cost. Three 
antiviral medications are approved for chemoprophylaxis of influenza but are not substi 
tutes for influenza vaccination. Amantadine and rimantadine are approved for chemo 
prophylaxis of influenza A in persons aged >1 year. Oseltamivir recently was approved 
for chemoprophylaxis of influenza A and B in persons aged >13 years. Chemoprophylac 
tic use of antiviral drugs can be helpful in controlling influenza outbreaks in specific 
situations (e.g., in long-term-care facilities). Long-term antiviral chemoprophylaxis also 
might be indicated for high-risk institutionalized persons or persons at high risk for com 
plications from influenza if vaccine is unavailable, ineffective (e.g., in severely 
immunocompromised persons), or contraindicated. Widespread use of antiviral drugs as 
chemoprophylaxis for influenza is not recommended 

CDC collects and reports U.S. influenza surveillance data during October—May. This 
information is updated weekly and is available through CDC voice information system 
telephone (888) 232-3228, the fax information system, telephone (888) 232-3299 
(request document number 361100), or on the World-Wide Web, http://www.cdc 
ncidod/diseases/flu/weekly.htm 


gov 


References 

1. CDC. Influenza act ’ a State 1 2000 seaso WR 1999:48 

2. Simonsen L, Fukuda |} Schonberager LB, C u The in t of influenza epidemic: 
hospitalizations 

3. CDC. Updated recommenda rom tt Advis¢ ( mittee on Immunization Practices 

response te iys ‘ ply of enza V ne r the 2000-01 sé yn. MMWR 

2000;49:888-92 

4.CDC. Delayed s 

f 2000-01 influenza 
5. CDC. CDC contract f additional 9 million dose f inf 


season. MMWR 2000;49:999 


Pseudomonas Dermatitis/Folliculitis Associated With Pools and Hot Tubs 
— Colorado and Maine, 1999-2000 


During 1999-2000, outbreaks of Pseudomonas aeruginosa dermatitis and otitis 
externa associated with swimming pool and hot tub use occurred in Colorado and Maine 


This report summarizes these outbreaks and provides recommendations for swimming 


pool and hot tub operation and maintenance, particularly when using offsite monitoring 
of water disinfectant and pH levels or when cyanuric acid is added to pools as achlorine 
stabilizer 
Colorado 

In February 1999, the Colorado Department of Public Health and Environment (CDPHE) 
was notified of approximately 15 persons with folliculitis after they had used a hotel pool 
and hot tub. The cases occurred among children and adults attending two birthday par 
ties at the hotel and among community residents who entered the pool on a pay-to-swim 
basis. The patients were treated for suspected Pseudomonas skin infections; one patient 
tested positive for Pseudomonas sp. by culture of a skin lesion. 
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Twenty-five community residents who used the pool and/or hot tub during February 
5-7, were identified through discussions with area physicians, hotel management, and 
other swimmers. These community residents were interviewed by CDPHE using a tele 
phone questionnaire. Case-patients were defined as persons who developed dermatitis 
folliculitis, with or without other symptoms, within 3 days of using either the pool or hot 
tub at the hotel during February 5-7. Questionnaires were completed for 22 (88%) of the 
25 persons identified. Of the 20 persons who used the hot tub, 19 developed a rash and 
met the case definition. Fourteen (74%) of the 19 case-patients had more severe illness 
(rash >2 weeks or rash and one other symptom) (Table 1), some lasting >6 weeks 

Specimens collected during the environmental inspection in May from the hot tub 
filter and hand rail base were positive for Pseudomonas aeruginosa and other Pseudomo 
nas species. The pool and hot tub used separate filtration systems; each had an auto 
mated chlorination system that relied on an onsite probe to measure free chlorine and 
DH levels and deliver set levels of chlorine using calcium hypochlorite tablets and muri 
atic acid for pH control. A printout of the hourly free chlorine and pH levels in the pool and 
hot tub revealed that free chlorine levels dropped below state-required levels (1 mg/L) 
on the evening of February 4 and remained below recommended levels for approxi 
mately 69 hours. The decline in pool chlorine levels was the result of a faulty chlorine 
pellet dispenser. Hotel staff did not perform routine onsite water testing for the pool or 
hot tub 


Maine 

The Maine Bureau of Health (MBOH) was notified of several cases of dermatitis 
folliculitis among persons who had stayed at Hotel Ain Bangor, Maine, during February 
18-27, 2000. To characterize the illness and determine exposures associated with illness, 
MBOH conducted a case-control study among persons connected with a high school 
basketball tournament who stayed at hotels with swimming pools and/or hot tubs in 
Bangor during the outbreak. Case-patients had a rash for <7 days or draining otitis 
externa with onset during February 18—-March 3. Case-patients were matched by age 
and high school with healthy controls. Results from two (12.5%) schools were available 
for analysis. Nine persons were identified with rash, including one with otitis externa. 
Onset of symptoms occurred during February 20—March 1. Four of the nine persons 
were seen by a health-care provider. Case-patients ranged in age from 6-18 years 


TABLE 1. Number and percentage of case-patients with Pseudomonas dermati- 
tis/folliculitis* associated with pool and hot tub use, by symptom — Colorado, 
1999 


Symptom No. 


Rash 

Fatigue 
Lymphadenopathy 
Fever 

Joint pain 

Muscle aches 
Nodules on feet 
Nodules on hands 
Chest pain 


*n=19 
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Pseudomonas Dermatitis/Folliculitis Continued 


(median age: 15 years); five were female (Table 2). The nine case-patients stayed at hotel 
A and spent time in either the hot tub or pool; seven spent time in both. Case-patients 
were more likely than controls to have spent time in the hot tub (odds ratio [OR]= 8.9; 
p=0.04) or to have used the pool (OR=7.4; p=0.06) 

The indoor pool and hot tub were located within 5 feet of each other and had separate 
filtration systems. Pool disinfectant and pH levels were monitored by an offsite contrac 
tor. The pool had an automated chlorination system that relied on an onsite probe to 
measure chlorine and pH levels and to deliver a set level of chlorine using calcium 
hypochlorite tablets and muriatic acid for pH control. Chlorine and pH levels were main 
tained manually in the hot tub. To stabilize chlorine levels, 40-60 mg/L cyanurates were 
used. During the outbreak, free chlorine levels were tested daily and repeatedly regis 
tered <1.0 mg/L, less than the state-required level of 1-3 mg/L, in the pool and hot tub. The 
pool and hot tub were crowded during the outbreak, and free chlorine levels were very 
low to zero after the February 25-26 weekend; no measurements were recorded over 
the weekend. 

The facilities had been cleaned thoroughly before the environmental investigation in 
March. Pseudomonas aeruginosa was isolated from the top of the pool filter and from 
the draining ear of a child aged 6 years who used the pool. Although the pulsed field gel 
electrophoresis patterns of the two isolates did not match, the pool isolate was obtained 
after the facilities had been cleaned and may not have reflected the bacterial environ 
ment of the pool during the outbreak 
Reported by: G Beckett, MPH, D Williams, G Giberson, KF Gensheimer, MD, State Epidemiolo 
gist, Maine Bur of Health. K Gershman, MD, P Shillam, MSPH, RE Hoffman, MD, State Epidemi 


t 


r 


County Environmental Health Div, Eagie, ¢ 


ologist, Colorado Dept of Public Health and Environment; R Merry, H Savalox, L Fawcett, Eagle 


lorado. Hospital Infections Program, and Div of 
Parasitic Diseases, National Center f tious Diseases; Div of Applied Public Health Trait 
ng, Epidemiology Program Office; and EIS officers, CDC 

Editorial Note: Pseudomonas aeruginosa, a gram negative rod, is ubiquitous and can 
cause various mild to severe symptoms (7). Pseudomonas dermatitis and otitis externa 
yutbreaks associated with swimming pool and hot tub use are well described (2,3); at 


least 75 cases during six outbreaks occurred during 1997-1998 (4 ). Dermatitis outbreaks 


TABLE 2. Characteristics and symptoms of case-patients* and controls’ with 
Pseudomonas dermatitis/folliculitis associated with pool and hot tub use — 
Maine, 2000 





Characteristic Case-patients Controls 


- 
remale 





Median age 
Age range 
Symptom 
Rash 
Raised 
Pustule 
Pruritic 
Headache 
Sore throat 
Earache 
Fever 


Fatigue 


n=9 
n=25 
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usually occur as a result of low water disinfectant levels (2,3), a condition that also 
increases the risk for transmission of other chlorine-sensitive pathogens (e.g., Escherichia 
coli 0157:H7 and Shigella sonnei ) that may cause severe health consequences. 

In this report, factors that may have resulted in inadequate disinfectant levels 
included the use of an offsite contractor who could monitor and alert pool staff to low free 
chlorine or pH levels but could not change free chlorine or pH levels, and hotel employ 
ees with a minimal understanding of the offsite monitoring and alert system, pool main 
tenance, and the link between inadequate water disinfection and disease transmission. 
In addition, pools and hot tubs were not monitored routinely onsite to adjust to high 
bather loads that can lower free chlorine levels. In Maine, cyanuric acid was added to the 
indoor pool and hot tub. However, cyanuric acid, which is used to reduce chlorine loss as 
a result of ultraviolet light exposure, is not recommended for indoor pools or hot tubs 
(5,6) and is prohibited in two states (7 ); adding this chemical reduces the antimicrobial 
capacity of free chlorine (8). 

To reduce the risk for Pseudomonas dermatitis and the transmission of other water 
borne pathogens, pool and hot tub operators should 1) adhere to pool and hot tub recom 
mendations and regulatory requirements for pH and disinfectant levels (6,9, 10 ); 2) have 
a thorough knowledge of basic aquatic facility operation; 3) provide training for pool staff 
on system capabilities, maintenance, and emergency alert procedures of remote moni- 
toring systems; 4) closely monitor pool and hot tub free chlorine measurements during 
periods of heavy bather loading; 5) monitor hot tub disinfectant levels closely because 
the higher temperatures maintained serve to dissipate chlorine rapidly; and 6) under 
stand appropriate use and effects of cyanurates on disinfection and testing. In addition, 
remote-monitoring companies should be timely in notifying swimming-facility staff about 
low disinfectant levels. Swimmers should be educated about the potential for water 
borne disease transmission in pools and hot tubs, which could increase advocacy for 
improved maintenance and monitoring by pool operators. 
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Respiratory Syncytial Virus Activity — United States, 1999-2000 Season 


Respiratory syncytial virus (RSV) is the leading cause of lower respiratory tract ill 
ness (LRTI) among infants and children worldwide (7) and is an important cause of LRTI 


?). Despite the presence of maternal antibodies, most 


among older children and adults (2 
hospitalizations occur among infants aged <6 months, and nearly all children are infected 
by age 2 years (3). Although primary infection is usually most severe, reinfection through 
out life is common (4). In temperate climates, RSV infections occur primarily during 
annual outbreaks, which peak during winter months (5 ). In the United States, RSV activ 
ity is monitored by the National Respiratory and Enteric Virus Surveillance System 
NREVSS), a voluntary, laboratory-based system. This report summarizes trends in RSV 
activity reported to NREVSS from July 1999 through June 2000 and presents prelimi 
nary surveillance data from July 8 through November 21, 2000, which indicate that RSV 
community outbreaks are becoming widespread 

Clinical and public health laboratories report weekly to CDC the number of specimens 
tested for RSV by antigen-detection or virus-isolation methods and the number of posi 
tive results. RSV activity is considered widespread by NREVSS when 1) >50% of partici 
pating laboratories report one or more RSV detections for at least 2 consecutive weeks 
and 2) >10% of all specimens tested for RSV during a surveillance week are positive. Of 
the laboratories reporting data for the week ending November 4, 2000, 32 (53%) de 
tected >10% of specimens positive for RSV for at least 2 consecutive weeks, indicating 
the onset of widespread RSV activity for the 2000-01 season 

From July 1999 through June 2000, 72 laboratories in 45 states reported 123,769 
tests for RSV: 18,981 (15%) were positive for RSV (Figure 1). In the United States, wide 
spread RSV activity began during the week of October 30, 1999, and continued for 26 
weeks, until the week of March 25, 2000. The timing of the onsets and conclusions of RSV 
regional outbreaks varied by state: range at onset was September 18 to January 29 and 
range at conclusions was January 29 to May 6. Regional RSV outbreaks occurred earli 
est in the South (23 sites; median weeks of onset and conclusion: October 16 and March 
11, respectively), later in the Northeast (10 sites; November 27 and April 15), and latest 
in the Midwest (11 sites; December 28 and April 1) and West (12 sites; November 13 and 
April 8 

Although 92% of positive tests were reported for the week ending October 30 through 
the week ending March 25, RSV was detected throughout the year. For example, during 
July-August 1999, sporadic RSV isolates were reported from laboratories in California 
Colorado, Florida, Hawaii, Louisiana, Texas, Virginia, and Washington 


* f\ 5 + fA “ fal r f A - ‘ | 
Northeast=Cor ticut, Maine é ichusetts Vev shire New Jersey, New York 


Pennsylvania, Rhode Island, and Vermont; Midweste=lllinois, Ir ina, lowa, Kansas, Michigan 
Minnesota. Missouri, Nebraska, North Dakota, Ohio, South Dakota, Wisconsin 
South=Alabama, Arkansas, Delaware, District of Columbia, Florida, Georgia, Kentucky 
Louisiana, Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee 


Texas, Virginia, and West Virginia; West=Alaska, Arizona, California, Colorado, Hawaii, |daho 
Montana, Nevada, New Mexico, Oregon, Utah, Washington, and Wyoming 
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FIGURE 1. Percentage* of specimens testing positive for respiratory syncytial virus, by 
region’ and week of report — United States, July 1999-July 2000 





———— 
Midwest 
North 
West 


Percentage 


\ 
VLA 
: W\4 
rere ee ee 
Jul Aug Sep Oct Nov Dec Jpn Feb Mar Apr May Jun Jul 


1999 2000 
Week of Report 


* Weekly laboratory average smoothed using a 3-week running interval 

' Northeast=Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York 
Pennsylvania, Rhode Island, and Vermont; Midwestz=lllinois, Indiana, lowa, Kansas, Michi 
gan, Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, Wisconsin; 
South=Alabama, Arkansas, Delaware, District of Columbia, Florida, Georgia, Kentucky, Loui 
siana, Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, Texas, 
Virginia, and West Virginia; West=Alaska, Arizona, California, Colorado, Hawaii, Idaho, Mon 
tana, Nevada, New Mexico, Oregon, Utah, Washington, and Wyoming 











For the July 1999-June 2000 surveillance period, the number of specimens that 
tested positive for RSV, average months of peak activity, and regional trends were simi 
lar to trends observed during previous years. The duration of the 1999-2000 RSV season 
also was consistent with that of previous years, including the typical earlier onset of RSV 
outbreaks reported by southern laboratories. 

Reported by: National Respiratory and Enteric Virus Surveillance System collaborating labora 
tories. Respiratory and Enteric Viruses Br, Div of Viral and Rickettsial Diseases, National Center 
for Infectious Diseases, CDC 

Editorial Note: Severe manifestations of RSV infection (e.g., pneumonia and bronchiolitis) 
most commonly occur among infants aged 2-6 months, and hospitalization rates for 
these diagnoses have been used as an indicator for severe RSV disease among young 
children. In the United States, bronchiolitis hospitalization rates among children aged <1 
year were 31.2 per 1000 in 1996 (6) and were 61.8 per 1000 children aged <1 year 


among American Indian/Alaska Native children receiving care through the Indian Health 
Service (7). 
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NREVSS consists of 84 widely distributed laboratories and permits characterization 
of geographic and temporal trends of RSV infections in the United States. NREVSS data 
can alert public health officials and physicians to the timing of seasonal RSV activity 
Although no RSV vaccine is available, RSV immune globulin intravenous and a human 
ized murine anti-RSV monoclonal antibody are recommended as prophylaxis for some 
high-risk infants and young children (e.g., those born prematurely or with chronic lung 
disease) to prevent serious RSV disease (8). Nosocomial transmission of RSV can be 
controlled by using contact isolation procedures. 

The findings in this report are subject to at least three limitations. First, laboratory 
data serve as an indicator of when RSV is circulating in a community; however, the 
correlation of these data to disease burden in the population is uncertain. Second, some 
regions are represented by few laboratories. Finally, results may not be confirmed in 
some laboratories 

Symptomatic RSV disease can recur throughout life because of limited protective 
immunity induced by natural infection. As a result, health-care providers should consider 


RSV as a cause of acute respiratory disease in children and adults during community 


outbreaks. Persons with underlying cardiac or pulmonary disease or compromised im 
mune systems and the elderly are at increased risk for serious complications of RSV 
infection, such as pneumonia and death (9). RSV infection among recipients of bone 
marrow transplants has resulted in high mortality rates (83%) (70). Additional informa 
tion and updated data on RSV trends are available on the CDC World-Wide Web site at 
http://www.cdc.gov/ncidod/dvrd/nrevss 
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Outbreak of Poliomyelitis — 
Dominican Republic and Haiti, 2000 


During July 12-November 18, 2000, 19 persons with acute flaccid paralysis (AFP) 
were identified in the Dominican Republic, including six laboratory-confirmed cases with 
poliovirus type 1 isolates. Of the 19 case-patients, 16 (84%) were aged <6 years (range: 
9 months-21 years). All case-patients were either unvaccinated (n=14) or inadequately 
vaccinated (n=5). In Haiti, a single laboratory-confirmed poliovirus type 1 case was 
reported in an inadequately vaccinated child aged 2 years; paralysis onset was August 
30. Despite intensive case-finding activities, no additional cases have been identified. 

The outbreak virus is unusual because it is derived from oral poliovirus vaccine (OPV) 
and has 97% genetic similarity to the parental OPV strain (normally vaccine-derived 
isolates are >99.5% similar to the parent strain) and appears to have recovered the 
neurovirulence and transmissibility characteristics of wild poliovirus type 1. In compari 
son, wild polioviruses normally have <82% genetic similarity to OPV (7). The differences 
in nucleotide sequences among the outbreak isolates suggest that the virus has been 
circulating for approximately 2 years in an area where vaccination coverage is very low 
and that the virus had accumulated genetic changes that restored the essential proper 
ties of wild poliovirus. 

The ministries of health of the Dominican Republic and Haiti, with the assistance of 
the Pan American Health Organization and CDC, are investigating the outbreak to deter 
mine the extent of spread, evaluate the reasons for the outbreak, and initiate appropriate 
control measures. The Dominican Republic has started a nationwide mass vaccination 
campaign with OPV, and three nationwide vaccination rounds with OPV are planned for 
January, February, and March 2001 in Haiti. 

Circulation of OPV-derived polioviruses in areas with very low OPV coverage has 
been documented in one other setting—type 2 OPV-derived virus circulated in Egypt for 
an estimated 10 years (1983-1993) and was associated with >30 reported cases (2). 
Vaccination coverage was very low in the affected areas, and circulation of a vaccine 
derived poliovirus stopped when OPV coverage increased. The key factor in controlling 
circulating OPV-derived viruses and wild polioviruses is achieving and maintaining high 
vaccination coverage. No evidence for circulation of OPV-derived virus has been found in 
areas with high coverage. 

Since 1991, no cases of polio attributed to wild poliovirus have been detected in the 
Western Hemisphere. The current outbreak underscores the need for polio-free areas to 
maintain high coverage with polio vaccine until global polio eradication has been 
achieved. OPV is safe and effective and recommended for the eradication of polio. All 
countries should maintain high quality AFP and poliovirus surveillance and accelerate 
current activities to complete the global eradication of wild polioviruses. 

Health-care providers should consider polio as a diagnosis in case-patients with a 
history of travel to other countries of the Western Hemisphere from the Dominican 
Republic and Haiti who present with AFP usually accompanied by fever. These possible 
cases should be investigated properly, including collection of stool samples. Suspected 
cases should be reported immediately to state and local health departments. 


(Continued on page 1103) 





Vol. 49 / No. 48 


FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending December 2, 2000, with historical data 


DISEASE DECREASE INCREASE —_— tay mes 

Hepatitis A 447 

Hepatitis B 342 
Hepatitis C; Non-A, Non-B 
Legionellosis 
Measles, Total 
Meningococcal Infections 
Mumps 
Pertussis 


Rubella 


i i ee i ae 


1.03125 0.0625 0.125 0.25 0.§ 


Ratio (Log Scale)” 


] Beyond Historical Limits 


Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins 
is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending December 2, 2000 (48th Week) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending December 2, 2000, and December 4, 1999 (48th Week) 





Escherichia coli O0157:H7* 
AIDS Chiamydia Cryptosporidiosis NETSS PHLIS 


Cum Cum Cum Cum Cum Cum Cum | Cum Cum Cum 
Reporting Area 2000 























1999 2000 





1999 2000 1999 2000 | 1999 2000 1999 


36 








Vol. 49 / No. 48 


TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending December 2, 2000, and December 4, 1999 (48th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending December 2, 2000, and December 4, 1999 (48th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending December 2, 2000, and December 4, 1999 (48th Week) 

Shigellosis* Syphilis 

NETSS PHLIS (Primary & Secondary) Tuberculosis 

} Cum Cum Cum Cum ii Cum Cum } Cum 

1999 2000 1999 2000 1999 2000 1999 


3,359 479 6,192 11,379 14,047 
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TABLE lil. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending December 2, 2000, 
and December 4, 1999 (48th Week) 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending December 2, 2000, 
and December 4, 1999 (48th Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
December 2, 2000 (48th Week) 
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Public Health Dispatch Continued 

Travelers to the Dominican Republic and Haiti who are not vaccinated adequately 
should be considered at risk for polio. All travelers should be vaccinated fully against 
polio according to national vaccination policies (3 ).* 


Reported by: Ministry of Health, Pan American Health Organization, Santo Domingo, Domini 
can Republic. Ministry of Health, Pan American Health Organization, Port-au-Prince, Haiti 
Caribbean Epidemiology Center Laboratory, Pan American Health Organization, Trinidad and 
Tobago. Div of Vaccines and Immunization, Pan Americar Washington 
DC. Respiratory and Enteric Viruses Br, Div of Viral and Rickettsial Diseases, National Center for 
Infectious Diseases, and Vaccine Preventable Disease Eradication Div, National 
Program, CDC 


1 Health Organization 


immunization 
References 

1. Kew OM, Mulders MN, Lipskaya GY, et ulé pi iiology of polioviruses. Sem 
Virol 1995;6:401-14 

Naguib T, Yang SJ, Pallansch M, Kew O. Prolonged circulation 


ruses. In: Program and abstracts of progress in polio eradication 


»f Sabin 2-derived poliovi 


vaccination strategies for 
the end game. Geneva, Switzerland: International Association for Biologicals, 2000 
CDC. Poliomyelitis prevention in the United States: updated recommendations of the 


Advisory Committee on Imm ces (ACIP). MMWR 2000;49(no. RR-5 


*Current recommendations for children in the United States include a 4-dose vaccination 


series with inactivated poliovirus vaccine (IPV) at ages 2, 4, 6-18 months 
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Unvaccinated adults should rec 
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eive three doses of IPV, the first 
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